
North Fork Orthopaedic & Sports Medicine
Workers' Compensation Claims

(please complete all)

SS# Marital Status Sex----

Referrinq Phvsician Date of Accident/lniurv

Home Addrc

Patient's Name--Date of

Citv/State Zio Phune

Emergency Con relationship)

PLEASE ANSWER ALL QUESTIONS BELOW: (CIRCLE YES OR NO)
Was tlre accident reported at work? Yes No
Was the accident report ffled with the insurance carrierT Yes No

lJthe abovc has not been done, yw nedical exynsu will not k rccognizcdJu polncnt. Iour conpensotion benejB wi

be d.ni.d and pqncnt *ould then baone your dirut rcpoDnbilit!.
Are you working? Yes No Date last worked
Regular job duties Yes No
Light job duties Yes No

Date Returned
Date Returned

o

CitY/State-zip
Phone #-Contact Person-

occure

Workers Comp Insurance
r ll--""
Cirv/State zip-Phone #_----==-
WCB Case #-CC#-
State where and how injury

lherebyarrthorize-tofumishinformationtoinsulancecarriers
concerning my illness and treatnents' and I hereby assign to the physician all paymens for medical services

,"nd"."d io *yr.lf o. -y dependcnts. I understand that I am responsible for any amount not covered by

INSURANCE AIIIHORIZATION AND ASSIGNMENT

Signature



NOTICE THATYOU i,IAY BE RESPONSIBLE FOR MEDICAL COSTS IN THE EVENT OF
FAILURE TO PROSECUTE, OR IF COMPENSATION CLAIM IS DISALLOWED, OR IF

AGREEMENT PURSUANT TO WCL S32 IS APPROVED

WCB CASE No. (ltKnown) CARRIER CASE NO. (lr Knowh) NATURE OF INJURY OR
ILLNESS

INJUREo PERSoiI_
soc sEc. No

NAME AOORESS iFirO

INSURANCE

You may become responsible for the medical costs of treatment for your illness or condition with the
provider listed below if (1) you fail to prosecuta the claim for workers' compensation or (2) itis
determined by the Workers' Compensation Board that the illness or condition which required treatment
was not a result of a compensable workplace accident or occupational disease or (3) if an agreement is
executed by you and approved pursuant to Workers' Compensation Law S32 in which you waive your
right to medical benefits from the workers' compensation canier/sslf-insured employ€r for treatmenu
services performed after the date the agreement is approved. lf any of the above events occurs, the
provider may bill you directly instead of the employer or insurance canier, and you will be responsible
for the providefs fees for services rendered.

I hereby acknowledge that I have read the above and understand the circumstances under which I may
become responsible for payment.

Claimants Signature_ _ Date

Provider's Name and Address

IO THE CLAI A T
Worters' Compensation Board Regulation 32$1.23 permits your doctor or th€rapist lo r6quest thsl you sign this A-9 notic€- 8y signing this
notice, you acknowledge your oblEation to pay the provide/s fe6s for the sorvices you rocaivo if il tums oul thal such f6es are nol legally
required to b€ paid by your employer or ils worke6' comp€nsation insu€nc6 carder and if such feos are not covored by olher insurance.
The employeror carier may not be re+rked to pay the doclo/s fees if, for exampl€. you failto lll€ a claim for wgrkers' compensataon, orfail
to notit your employer of your injury or illness, or fail to atiend a Board hearing if your employer challenges your ight to benefits. Even if
you make dl required efiods lo pros€cute your claim, the Wofters' Comp€nsation Board may slill tind that you are nol entitled to benefits.
ln such cases, this notice advises your health provider that you acknowl6dg6 your porsonal liability for payment ol his/h6r bills.

Wo.kers' Compensation Law Sectlon 32
The A-9 nolice also covers instances in which a claimant with an exisling valid workers' compensalion case comes to an agreement with
his/her employer or rls insulanc€ cani€r setting his/her case in accordance with Section 32 ofthe Workors' Compensation Law. A Section
32 agreeftent may includo a provision which relieves the employer or carrier of the liability to pay future medical bills associaled with the
case. Your health care provider may ask you to sign this A-9 notice lo insure that you acknowledg€ your personal liability for payment of
his/her bills if you hav6 waived your right to future medical benefits under a Section 32 agre€m€nl.

lf you have any queslions, contact your attomey or licensed hearing representative. if you have one. You may also contact your local
district ofiice of the Workers' Compensation Board.

TO THE HEALTH CARE PROVIDER
This notice is meant to advise the wo*ers' compensation claimant that he/she may be r€sponsible for payment. Failure ol th€ claimant to
sign this form does nol relieve the provider of the obligation lo tr€at the claimant, nor do€s it nogatg th€ claimants responsibility for
payment.

Keep the odginal of this form for your records and give a copy to the claimant. Do nol llla wlth the WorkaB' Companletlon Board. You
v/ill receive Notices of Decisions in which the compensabiiity of a claim, authorizalion of Leatmsnt, or payment of modical bills is included.
You will also be notified if the claimant submils a Section 32 Agro€ment with th6 Board fo. approval. Do not bill the claimant unless and
untjl you receive a Board decision finding that 1) claimant failed to prosecule lhe claim, or 2) the claim is denied, or 3) the lreatment is not
causally rolated to lhe work injury, or 4) a Soction 32 agrooment relioving th€ carior of liability for m€dical lreatmont is approved.

A-9 (1-07)
(ffi.f,cb.ny.rov)

NY-WCB

EMPLOYER

EsrE RESUMEN EsrA EscRtro EN EspAflor AL ooRso.


